Here we report an unusual case of recurrent ectopic pregnancy that developed in the interstitial part of the tube after ipsilateral salpingectomy.
Diagnostic laparoscopy confirmed a right-interstitial pregnancy. We could not confirm the presence of a corpus luteum in either ovary. A V-shaped uterine resection was performed to remove the mass, and the resulting myometrial defect was repaired with sutures.
Histopathologic examination revealed extensive chorionic villi and decidualization of the uterine serosa (Fig. 1 ). Trophoblasts and decidual change were confirmed in the uterine serosa, and invasion of trophoblasts into the myometrium was also confirmed. There was no decidual change in the endometrium. We examined serial sections to confirm continuity between the endometrium and the implantation site, but continuity was not seen. These find- 
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The mechanism by which an ectopic pregnancy locates within the remnant tube after ipsilateral salpingectomy is not clear. We suggest two possible mechanisms by which the interstitial pregnancy might have occurred after ipsilateral salpingectomy in our patient. The first presupposes that ovulation from the left ovary occurred, an oocyte was normally fertilized in the left tube, and the fertilized egg passed via intrauterine transmigration into the right-tubal stump. The second also presupposes fertilization in the left tube, but that the fertilized egg migrated transperitoneally from the serosa into the interstitial portion of the tube before local embryonic nidation took place. We cannot rule out the possibility of patency or recanalization of the right-tubal stump, but it is logical for us to consider these two theories. There were reports of ectopic pregnancy in the remnant tube after ipsilateral tubectomy or adnexectomy, for which the authors proposed intrauterine transmigration of the fertilized eggs as the responsible mechanism, 1e3 but no one has suggested transperitoneal migration of a fertilized egg from the serosa into the interstitial portion of the tube. We found, during histopathologic examination, that the fertilized egg in our case had implanted in the smooth muscle of the uterus, and that there was no continuity between the implantation site and the endometrium. Therefore, it appeared that the fertilized egg migrated transperitoneally from the serosa before interstitial implantation. The histopathologic findings in our case supported the possibility of transperitoneal or transabdominal migration of a fertilized egg from the uterine serosa and subsequent interstitial implantation in cases of ipsilateral salpingectomy. Our case also highlighted the clinical importance of minimizing the remnant tube.
